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All names used in the report have been changed in order 
to preserve confidentiality. Client consent was sought 
and obtained, free from coercion. The client was deemed 
to have capacity and understood that taking part in the 
study did not affect services received. The case presented 
is an evaluation of treatment rather than research, there-
fore ethical approval was not necessary.
1  | INTRODUCTION AND REVIEW OF  
LITERATURE
With our thoughts we make the world 
(Buddha, as cited in Dima, 2014, p. 60).
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1.1 | Compassion focused therapy





CFT	draws	on	 evolutionary	 psychology	 to	 propose	 that	 humans	
possess	three	emotional	regulation	systems:	threat,	drive	and	safety	
(Gilbert,	 2014;	 see	 Figure	1).	The	 dominant	 system	 is	 threat,	which	
results	 in	“negativity	bias”—preferential	processing	of	negative	 infor-
mation.	The	threat	system	activates	in	response	to	external	or	internal	






In	 addition	 to	 these	 three	 systems,	 the	model	 on	which	 CFT	 is	
based	 suggests	 that	 humans	 have	 both	 an	 “old”	 and	 a	 “new”	 brain	
(Gilbert,	2002).	The	old	brain	contains	our	basic	drives	and	automated	






stupid	 in	 that	meeting,”	may	 lead	 to	 a	 stress	 response	 from	 the	old	
brain,	producing	physical	symptoms	of	anxiety	in	the	absence	of	actual	
threat.	This	 is	 referred	to	as	the	“tricky	brain”	phenomenon	 (Gilbert,	
2002).
A	 crucial	 tenet	 of	 the	 CFT	model	 is	 that	 the	 relationships	 peo-
ple	have	with	themselves	are	a	lynchpin	for	a	range	of	mental	health	
problems	 (Gilbert,	 2014).	 These	 relationships	 include	 self-	criticism	
(Kannan	 &	 Levitt,	 2013)	 and	 shame	 (Kim,	 Thibodeau,	 &	 Jorgensen,	
2011).	Processes	such	as	self-	criticism	involve	new	brain	mechanisms	
but	stimulate	the	threat	system	(Longe	et	al.,	2010).	Self-	criticism	has	
been	 proposed	 as	 a	 barrier	 to	 therapy	 success	 in	 some	 individuals,	
despite	engagement	and	skill	shown	in	the	processes	(Rector,	Bagby,	
Segal,	Joffe,	&	Levitt,	2000).
CFT	 aims	 to	 cultivate	 self-	compassion	 to	 strengthen	 the	 safety	
system,	thereby	creating	greater	balance	between	the	three	emotional	
regulation	systems	(Gilbert,	2014).	Developing	a	greater	sense	of	self-	
compassion	 has	 been	 shown	 to	 have	psychological	 and	 therapeutic	
benefits	 (Hofmann,	 Grossman,	 &	Hinton,	 2011;	Weng	 et	al.,	 2013).	
The	evidence	base	for	CFT	is	growing	(Barnard	&	Curry,	2011;	Gilbert,	
2010a,b),	 with	 successful	 outcomes	 demonstrated	 in	 use	with	 eat-
ing	disorders	(Webb	&	Forman,	2013),	personality	disorders	(Lucre	&	
Corten,	2013)	and	psychosis	(Mayhew	&	Gilbert,	2008).
1.2 | CFT and learning disabilities
A	scoping	review	of	the	literature	suggests	that	the	number	of	stud-
ies	 looking	 at	 the	 use	 of	 CFT	with	 people	who	 have	 learning	 disa-
bilities	is	limited.	Traditionally,	psychological	interventions	for	people	
with	 learning	disabilities	have	focused	on	skills	 training,	behavioural	





psychotherapy.	 There	 is	 also	 emerging	 evidence	 that	 components	
used	within	CFT	can	be	successfully	adapted	for	people	with	 learn-
ing	 disabilities,	 such	 as	 cognitive	 behavioural	 therapy	 (CBT;	 Taylor,	








Mindfulness	 techniques	 are	 incorporated	 into	 CFT	 within	 compas-
sionate	mind	training	(Gilbert,	2009).
Many	of	 the	 concepts	within	 the	CFT	model	 are	highly	 relevant	




compassion-	based	 approaches	 within	 the	 field	 of	 learning	 disabili-
ties	should	be	explored,	due	to	the	relevance	of	this	approach	when	
working	with	clients	who	are	 likely	to	have	experienced	a	high	 level	






ent	 group.	 In	 support	 of	 this,	 a	 case	 study	 in	 the	 field	 of	 traumatic	
brain	injury	reports	on	the	successful	adaptation	of	CFT	with	a	client	F IGURE  1 The	emotional	regulation	systems























received	 9	hr	 of	 1:1	 support	 a	 week	 and	 10	hr	 of	 shared	 support	




deemed	 to	be	more	 independent	 than	 the	other	 residents.	 Joe	was	
able	to	carry	out	many	activities	of	daily	living	alone,	such	as	cooking,	
cleaning,	shopping	and	using	the	local	transport	system.	However,	he	














2.1.3 | History of presenting problem
Joe	reported	having	used	“comfort	eating”	as	a	coping	strategy	since	
he	was	a	child.	This	had	created	significant	issues	for	him	during	the	































1. Reduction	 in	 support	 hours,	 which	 lead	 to	 an	 increased	 sense	
of	 isolation,	 lowering	 his	 mood












In	 addition	 to	 open-	guided	 questions,	 Joe	 completed	 the	 following	
measures	at	the	start	of	assessment	sessions:
The	 CORE-	LD	 (Clinical	 Outcomes	 in	 Routine	 Evaluation—
Learning	Disability)	 is	a	valid	and	reliable	14-	item	tool	designed	to	
assess	 the	 effectiveness	 of	 therapy	 for	 people	 with	 learning	 dis-
abilities	 (Brooks,	 Davies,	 &	Twigg,	 2013).	 It	 does	 not	 have	 a	 clin-
ical	 cut-	off,	 but	 a	 decrease	 in	 scores	 is	 indicative	 of	 change.	 This	
was	completed	with	Joe	three	times	prior	to	intervention	and	once	
post-	intervention.
The	 FSCRS	 (Forms	 of	 Self-	Criticising/Attacking	 and	 Self-	
Reassuring	 Scale)	 is	 a	 22-	item	 valid	 and	 reliable	 scale	 (Cronbach’s	
alphas	 0.90	 and	 0.86)	 designed	 to	measure	 self-	criticism	 and	 self-	
reassurance	 (Gilbert,	 Clarke,	 Hempel,	 Miles,	 &	 Irons,	 2004;	 see	
Table	1	 for	 details	 of	 subscales).	 Joe	 completed	 this	 measure	with	














In	 relation	 to	 individual	 maintenance	 factors,	 the	 initial	 formu-
lation	 suggested	 that	 Joe’s	 self-	critical	 thoughts	were	 crucial	 to	 his	


















of	 assessment	 over	 three	 sessions,	 with	 measures	 taken	 at	 three	
points	 in	 time.	 Phase	 B	 comprised	 intervention	 (including	 develop-
ing	 a	 CFT	 formulation;	 see	 Table	2).	Measures	 were	 taken	 1-	week	
post-	intervention.
Name of subscale What subscale measures
Direction expected to see in scores if change 





















Criticised by staff 
Change in support 
structure – less 
staff around 
Loneliness
View not heard by 
staff
Stop talking about 
feelings
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Dependent	variables	were	 assessed	with	 both	 standardised	 and	
idiosyncratic	 measures	 (as	 described	 in	 the	 assessment	 section).	
Idiosyncratic	 low-	/high-	mood	 ratings	 were	 completed	 on	 a	 weekly	
basis,	while	 the	 CORE-	LD	 standardised	 assessment	was	 completed	
four	times	prior	to	Phase	B	and	at	the	end	of	therapy.
6.1 | Aim
The	 design	 aimed	 to	 test	 whether	 formulation	 and	 intervention	
using	 a	CFT	 approach	 could	 be	 adapted	 for	 individual	 therapy	with	
a	person	who	has	a	learning	disability	to	treat	low	mood	and	improve	
self-	compassion.
Hypothesis	 1:	 Joe’s	 mood	 and	 self-	compassion	 would	 improve	
over	 the	course	of	 the	 intervention.	This	was	measured	by	compar-
ing	 outcome	measures	 taken	 at	 Phase	A	with	 those	 recorded	 post-	
therapy,	alongside	feedback	from	the	client.
Hypothesis	 2:	 Joe’s	 comfort	 eating	 would	 be	 reduced	 post-	
intervention.	 It	 was	 decided	 that	 this	 should	 be	 measured	 indi-
rectly	 due	 to	 the	 formulation	 that	 this	 was	 a	 coping	 strategy	 in	
response	to	 low	mood.	Additionally,	 it	was	regarded	that	measur-
ing	 this	could	 reinforce	 the	unhelpful	narratives	held	by	 the	staff	













6. Reduced	 depth	 and	 complexity	 of	 psychoeducation	 around	 CFT	
concepts
TABLE  2 CFT	formulation	developed	with	Joe	during	Phase	B
































































Joe’s	 weekly	 scores	 on	 the	 idiosyncratic	 mood	 measure	 increased	
gradually	 from	 pre-	 to	 post-	intervention	 (see	 Figure	4).	 However,	
these	continued	to	remain	relatively	low.








7.2 | Client feedback and reflections
A	 criticism	 of	 current	 intervention	 studies	 in	 learning	 disabilities	 is	
that	they	rarely	explore	which	components	of	therapy	are	deemed	by	
clients	 to	be	most	meaningful	and	effective	 (Idusohan-	Moizer	et	al.,	
2015),	although	service	user	views	are	 increasingly	 important	 in	 re-
search	(Beail,	2016).	Joe	was	asked	for	his	feedback	post-	intervention,	








7.2.1 | What has been helpful
Joe	rated	learning	about	the	“kind	self”	as	the	most	helpful	part	of	therapy:




Before I started I couldn’t break the feelings up…now I 
know them I can start working on them.
Finally,	Joe	said	that	understanding	the	tricky	brain	as	a	rationale	for	
experiencing	difficult	feelings	had	been	helpful.

















































Haven’t broken the circle of chocolate or my mood yet – 
still trying to break it – I just haven’t broken it yet.
He	said	that	the	following	factors	would	be	needed	to	help	him	do	
this:
1. Frequent	 review	 of	 strategies	 in	 box	 and	 file.
2. Support	from	staff	with	daily	breathing	exercises.
However,	he	emphasised	that	the	therapy	had	been	useful	to	him:
I’ve really enjoyed talking and it’s helped me out.




It was good of you to ring me up yesterday and say that 
what happened to me the other day – it wasn’t good 










Although	Joe’s	score	on	 the	CORE-	LD	appeared	 to	 increase	 fol-










factors	 that	 appeared	 to	 contribute	 to	his	 presentation.	Although	
attempts	 were	 made	 to	 address	 these	 alongside	 Joe’s	 individ-
ual	 therapy,	 little	progress	was	made	due	 to	organisational	 issues	
within	 the	 residential	 home	 (such	 as	 staff	 change	 and	 shortage).	




his	 practice	 outside	 of	 the	 sessions,	 despite	 numerous	 requests	
from	us	for	this.	It	has	been	suggested	that	carer	involvement	and	
support	with	therapy	greatly	 influence	engagement	and	outcomes	
for	 people	who	 have	 a	 learning	 disability	 (Idusohan-	Moizer	 et	al.,	
2015)	in	addition	to	the	importance	of	reviewing	materials	between	
sessions	(Lindsay,	Jahoda,	Willner,	&	Taylor,	2013).	This	is	likely	to	
therefore	 have	 been	 an	 important	 contributing	 factor	 to	 the	 lack	
of	overall	change	that	Joe	experienced.	In	hindsight,	it	would	have	
been	useful	to	draw	up	a	contract	between	Joe,	his	staff	and	myself	
to	 outline	 each	 person’s	 commitments	 and	 responsibilities	 during	
the	therapeutic	processes,	and	reinforce	this	with	the	care	home’s	








proach	 to	use	with	Joe	as	 evidenced	by	his	personal	 feedback.	Joe	
was	 able	 to	 retain	 the	 key	 concepts	discussed	during	 the	 interven-
tion.	In	addition,	Joe	appeared	to	find	the	theory	and	exercises	useful,	
particularly	in	relation	to	the	kind	self,	multiple	selves	and	safe	space	





the	 idiosyncratic	 measure,	 Joe’s	 scores	 fluctuated	 within	 a	 limited	
range—it	 is	 therefore	 possible	 that	 the	 scope	 of	 scores	 developed	















idea	 is	 supported	by	 Joe’s	post-	therapy	 feedback:	 ‘Before I started I 
couldn’t break the feelings up’.	On	the	other	hand,	Anna’s	observation	
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may	have	been	due	to	a	mismatch	between	Joe’s	internal	mood	and	
external	behaviour.
The	CORE-	LD	 is	within	early	 stages	of	use,	 and	 the	authors	ac-
knowledge	 that	 it	may	 be	more	 relevant	 to	 some	 groups	 of	 people	




have	 learning	 disabilities.	 The	 reliability	 and	 validity	 of	 Joe’s	 scores	








This	 is	 limited	 in	duration	and	weakens	 the	conclusions	 that	can	be	
drawn	 in	 terms	 of	 long-	term	 outcomes,	 and	 is	 particularly	 relevant	
given	 the	 long	 duration	 of	 Joe’s	 self-	critical	 stance.	 It	 is	 therefore	
possible	 that	 follow-	up	would	need	to	occur	over	a	 far	greater	 time	
period	for	changes	 in	Joe’s	self-	compassion	(and	subsequent	further	
improvement	 in	mood	 and	well-	being)	 to	 be	 seen.	 Further	 research	
should	 explore	 outcomes	 over	 a	 longer	 delay	 between	 intervention	
and	follow-	up.
9  | REFLECTIONS
Working	with	 Joe	 highlighted	 to	me	 the	 importance	 of	 accounting	
for	 systemic	 factors	within	 formulation.	This	 seemed	 to	be	particu-
larly	important	in	the	context	of	Joe’s	referral,	where	Joe	was	centred	
very	much	as	 the	 “problem.”	This	has	also	demonstrated	 to	me	 the	
crucial	 role	of	drawing	of	systemic	 factors	within	 formulation.	Even	
within	individual	factors,	this	case	showed	me	the	importance	of	tak-
ing	a	meta	view	of	the	situation.	It	would	have	been	easy	to	become	
focused	 on	 “treating”	 Joe	 for	 his	 “eating	 problems,”	 potentially	 los-
ing	the	importance	of	his	maintaining	thoughts	and	feelings.	On	the	
























It	would	be	useful	 for	 future	 research	 to	 replicate	 this	approach	
with	a	case	series	design,	accounting	for	the	current	limitations	above.	
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